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. i DEFICIENCY) :

; !‘ | !

F 280, 483.20(d)(3), 483.10(k)(2) RIGHT TO | F280: T — 4/25/14
55=D PARTICIPATE PLANNING CARE-REVISECP | Thic Plan of Correstion

i ) H . . + . . :

i The resident has the right, unless adjudged | . ' w‘ﬁﬂg’tﬂs c;m' W“f“ I

l incompetent or otherwise found to be ; aflegation of comphiance. :

! incapacitated under the laws of the State, to ; ] . . ’

| participate in planning care and freatment or o i “This Plan of Correction is :

- changes in care and treatment. 5 . submitted 25 required ander ;

’ : Federal 2od State regulafines !

* A comprehensive care plan must be developed i and statutes spplizablefo long '

i within 7 days after the completion of the : i term care providers. This Plan |

* comprehensive assessment; prepared by an ; ' of Corrections Goss not

 interdisciplinary team, that includes the attending . constitute 2o admiszion of :

 physician, & registered nurse with responsibility Eabiiity on the part of the ]

: for the resident, and other appropriate staff in t fnedlity, 2nd such fiability is.

: disciplines as determined by the resident's needs, | hershy specifically denied. The

: and, to the extent practicable, the panticipation of | . pubmission of this Plan doss -

i the resident, the resident's family or the resident's ; not cpustitute zgresment by the

{ legal representative; and periodically reviewed . fucility that the surveyor’s .

and revised by a team of qualified persons after findings or conelosions are

each assessment. E accurate, that the fndings

: | constitute = deficizncy, or that

i : the scope of severity regarding

: | any of the deficisneies cited are

' i HY:

. This REQUIREMENT is not met as evidenced | ;  comestlyapplied.

i by ' - )

. Based on medical record revigw, and interview,

: the facility failed to revise a care plan to include ' . F280

interventions for a Urinary Tract Infection for one - | '

i resident, #120, of thirty-two residents reviewed. i 1. The plan of care for resident #120 has

' : ! been updated by the care plan coordinator

| The findings included: | | toinclude interventions for urinary tra

: ' ©infections. . i

. Resident #120 was admitted to the facility on ; i '-

! January 14, 2014, with diagnoses including : i 2. The plan of care for all other residents |

i Muscle Weakness, Degenerative Disc Disease, | ) receiving antibiotics were reviewed by the

- Fraciure of Vertebrae, Urinary Tract Infection, l . care plan coordinator and found 10 be in

* Atrlal Fibritiation, Diabetes Mellitus Type 2, . compliance.

« Hypertension, Peripheral Vascular Disease, ! :
LABORATORY DIREGTORS DR f ROVIDERISUFFLIER REFRESENTATIVE'S SIGNATURE ' TITE X5) OATE
Any deficlency statemant ending with ﬁ%ﬁﬁWdaﬁdenw which the institolion may be excnsed from correcting providing it tsetermified that’
other safeguards provide sufficient protaction to the patients{8ee instructions.) Except for nursing homes, the findings stated above are disclosable 80 days

following the date of survey whether or not a plan of. correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the data these dacuments are made available fo the facility. ¥ deficiencies arg cited, an approved plan of corraction is requisite to continued
pragram participation.
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XD SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORRECTICN P
PREFIX (EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ; GOMPLETION
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; DEFICIENCY) i
o ; | Cucational inser .
F 280 Continued From page 1 . E 230: 3. Ar} educational in-service was given to
 Cardiac Surgery, Depressive Disorder, Dementia | Pursing management staff by the director of
wath out Behavioral Disturbance, and Anxiety : nursing on care-planning interventions for
State ¢ antibiotics. New residents that are admitted
E ; with or placed on antiblotics will be
: Medical record review revealed a physician order j reviewed by the care plan coordinator or
| dated March 17, 2014, for Levaguin {antibintic) i designee to ensure that interventions for
: 250mg (miltigrams) ane po (by mouth} daily X i infections are on the plan of care is
i (fimes} & days UTI (Urinary Tract infection). " documented. New residents that are placed
] ) on or admitted with antibiotics will be
i !}ﬂedlcal record review revealed a Care Plan for reviewed by nursing management staff
: "2/3/14...risk for abnormal bleeding of during daily weekly clinical meetings to
: hemorrhage because of Relating to JANTOVEN ensure interventions are in place for
| Therapy...3/17/14-Antibiotic therapy/UTI...will be infections and is documented on the plan of
: free from signs and symptoms of abnormal ! : pare
]l bleeding through the next review date...5/11/14.." ! )
i o ) 4. Tha director of i dasi i
| interview with Licensed Practical Nurse {LPN) #2, moni:ur thi + of nursing or dasignee will
s process weekly for four weeks
! (the Admissions Nurse and Acting Charge Nurse) then monthly for four months. The results
| on March 26, 2014, at 10:45 am., in the 300 - '
: nurse's statlon, confirmed that the care plan was f; ::Z i:u(:'lli’:: r;::f D t?tet reported
i incorrect and it was to have been up dated, ! urance commirtes
Lo ..anybody can update the care pian and i monthiy for four months by the ditector of
: whoever took the order off shauld have care nursing or dES‘E“ee to ensure continued
. planned it i compliance.
F 441 | 483.65 INFECTION CONTROL, PREVENT L Fa41 | aj25/14
55=D | SPREAD, LINENS s_ LA
. . , ' F441
The facility must establish and maintain an :
| infection Control Program desighed to provide a 1. The facility posted notification of

: safe, sanitary and comfortable environment and
of disease and infection.
(a) Infection Gontrol Program

The facility must establish an Infection Contro!
; Pragram under which it -

f to help prevent the development and transmlssmn

| (1} Investigates, controls, and prevents mfechons

m the facility;

instructions stop sign for resident #34 in
isolation.

I 2, All other residents that are on {solation
© were observed by nutsing staff to ensure i
. posted notification of instructions stop sign :
i were Inplace. i

i
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 (2) Decides what procedures, such as isolation,

should be applied to an individuat resident; and
i (3) Maintaing a record of incidents and corrective |
: actions related to infections.

. (b) Preventing Spread of Infection

: (1) When the Infection Control Program

; determines that a resident needs isolation to

' prevent the spread of infection, the facility must
 isolate the resident. '

; (2) The facility must prohibit employees with a

! communicable disease or infected skin lesions

: from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident coniact for which
hand washing is indicated by accepted
professional practice.

: (¢} Linens

! Personnel must handle, store, process and
transporti linens so as to-prevent the spread of
infection.

, This REQUIREMENT is not met as evidenced
by :
‘ Based on observaiion, review of facility policy,
_and interview, the facility failed to post notification
; of instructions ("Stop” sign) for.a resident in

; isolation for one resident (#24), of one isolation

; room observed,

. The findings included:
During initial tour of the facility.on March 24,

1 2014, at 9:40 a.m., resident #54's room was
| observead to have the door closed with personal

3. The director of nursing conducted an i
educational in-service to nursing staff
regarding the policy and procedure of i
infection controt related to resident :
isolation — i.2., posting notification of
instructions, stop sign for residents op
isolation. Director of nursing ar designee

will conduet infection control — i.e., posting
notification of instructions, stop sign for
residents on isolation weekly for four weeks !
then monthly for four months to ensure
compliance. 5

F 441
1
i

. 4. Director of nursing or designhee wiil
report monthly audits for four months of
infection control—i.e., posting of i
notification of instruction stop sign to the
quality assurance committee. The executive
director will monitor this process monthly
to ensure continued compliance,

!
H
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' protective equipment of gloves, gowns, and
, masks hanging on the outside of the door.

| Interview with Lisensed Practical Nurse (LPN) #1
! an March 24, 2014, at 9:48 a.m,, at the 200 Hall
: Nurse Station, revealed resident #94 was in

! isolation for Methicillin-Resistant Staph Areus

| (MRSA) in the resident's sputum. Continued

! interview with LPN #1 confirmed the resident’s

! room did not have a stop sign on the resident's

{ door. : '

" Review of facility policy Transmission-based
. Precautions Procedure revealed,
Lv  Transmission-hased precautions are used in

: addition to standard precautiong for residents with

t suspected or confirmed infectidus conditions..."
i Continued review of the facility's policy revealed
i for all types of isolation precautions a v _Stop
| 8ign on door..." sheuld be used to alert staff,

' residents, and visitors of the néed to repott to the
: nurse station hefore entefing the resident's room |

! for information on what infection control

i precautions should be used before entering the
resident’s room.

* Interview with the Infection Control Nurse on
March 26, 2014, at 8:27 a.m,, in the Training
Room, confirmed resident #94's roorn did not
have a "Stap" sign on door, and confirmed the
facility failed to follow the facility's Isolation
procedure policy.

1
i

i
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